Abstract Objective: To assess the normal levels of nasal nitric oxide (NNO) and fractional exhaled nitric oxide (FENO) in healthy Chinese young people, and to determine whether the obtained values were associated with age, sex, height, weight, BMI (body mass index) or BSA (body surface area). Methods: One hundred and twenty healthy people were selected from a total of 436 Chinese young people based on their answers to a questionnaire. An electrochemical analyzer (NIOX MINO system) was used to measure NNO and FENO. The relationship between NNO, FENO and age, sex, height, weight, BMI, BSA was analyzed using SPSS software. Results: The values of NNO were normal distributed (mean 273.5 ppb; SD 112.3). The values of FENO were non-normally (Skewed) distributed (median: 14.00 ppb; interquartile range: 7.00 ppb). The obtained NNO values were independent of age, sex, height, weight, BMI and BSA, but were positively correlated to lnFENO (FENO log base e); lnFENO values were also independent of age, height, weight, BMI and BSA, but correlated with NNO and sex. Conclusions: NNO values positively correlate with lnFENO in healthy people and the levels of each may be predicted by the other. The results of this study are expected to serve as a reference for future studies in China.
Introduction
Since the discovery of its function as an endotheliumderived relaxing factor in 1987, nitric oxide (NO) has been further documented to be present in the exhaled air of rabbits, guinea pigs, and humans. 1 Nasal nitric oxide (NNO) refers to NO measured in air aspirated from the nasal cavity. The main source of this gaseous molecule is the paranasal sinus epithelium. The physiological role of NNO is to modulate ciliary motility, and to serve as an aerocrine mediator that helps to maintain adequate ventilation perfusion matching in the lung and nasal cavity. NO can kill bacteria, viruses, fungi, and tumor cells at high concentrations. In addition, inflammatory factors can activate nitric oxide synthetase (NOS), which can lead to a rapid increase in NNO concentration. NNO was recommended in Europe as the preferred first-line test for Primary Ciliary Dyskinesia (PCD) prior to performing confirmatory diagnostic tests in 2009. 2 Patients with severe nasal polyps have low levels of NNO, which increase markedly following therapy. 3 In patients with allergic rhinitis, NNO levels tend to be high and decrease following treatment. 4 High levels of NNO almost certainly rule out the presence of cystic fibrosis. 5 FENO refers to NO measured in air exhaled from the lower airway. FENO is produced by the human lung and is present in exhaled breath. The measurement of FENO has been standardized for clinical use and has been implicated in the pathophysiology of lung diseases, including asthma. 6 NO is usually measured by chemiluminescence or electrochemical analyzers, which are secure, non-invasive, repeatable, and feasible methods. The development of sensitive techniques for the instantaneous measurement and monitoring of NO concentrations in human airways has spurred many clinical studies focused on monitoring diseases and the effects of treatments.
Although some progress has been made, the use of NNO as a marker of upper airway diseases within clinical practice still needs to be developed. In contrast to FENO, there is no current consensus on the normal values of NNO. In China, there have only been two reports about normal NNO levels; however, they reported different and inconsistent results. 7, 8 Therefore, in this study, we aimed to assess the normal values of NNO and FENO in healthy young people in China, and to determine the factors that affect NNO and FENO levels.
Materials and methods

Subjects
In total, 436 Chinese young people (aged 9e22 years) recruited from one college and one middle school were invited to participate in this study. The inclusion criteria were: aged between 9 and 22 years and written consent from themselves or their parents. The subjects were first asked if they had experienced any nasal or lower respiratory symptoms, including itching, rhinorrhea, sneezing, obstruction, cough, wheezing, and asthma, in the last four weeks. Subjects experiencing any nasal or lower respiratory symptoms were excluded. The remaining subjects were then asked to fill out an extensive questionnaire, which included potential confounding factors (sex, age, height, weight, BMI, BSA) and the exclusion criteria: history of respiratory diseases including rhinitis, deviation of nasal septum, nasal polyps, sinusitis, asthma, cough, wheezing, chronic pharyngitis, systemic or nasal administration of medications within two weeks; consumption of caffeinecontaining beverages such as coffee, tea or colas; consumption of foods rich in nitrogen such as sausage, various animal offal, lettuce, and spinach within 2 h; respiratory tract infection within two weeks; related history of nasal operation; physical exercise within two hours of NO measurement; active or passive smoking.
The Ethical Committee of the Chinese People's Liberation Army General Hospital (Beijing, China) approved the study protocol.
Methods
NNO and FENO measurements NNO and FENO were measured online according to the NIOX MINO manual (Aerocrine AB, Solna, Sweden). NIOX MINO does require ambient NO measurement. The NO measurement unit was parts per billion (ppb). The NNO measurement range was 5e1700 ppb, and the FENO measurement range was 5e300 ppb. The machine automatically recorded and stored the FENO and NNO values.
The measurement of NNO: The subjects rested for at least 30 min before measurement. A NO-inert olive tip was blocked firmly against the right nostril and was connected to NIOX MINO through a sampling tube. The flow rate was 5 ml/s. Subjects were asked to breathe normally and then hold their breath for 45 s. The concentration of NNO was automatically calculated by the NIOX MINO system.
The measurement of FENO: The subjects rested for 15 min after NNO measurement. The subjects were then asked to stand and exhale to residual volume. A mouthpiece was then inserted, the patient inhaled to total lung capacity and then exhaled for 10 s at a constant flow rate of about 50 ml/s. The NIOX MINO automatically reported the detected FENO concentrations.
Statistical analysis
All data were entered into a computer twice by two individuals. A one-Sample KolmogoroveSmirnov Test was performed to analyze the distribution of baseline variables, which were described as the mean AE standard deviation (SD). FENO values and age were non-normally distributed, and they were expressed as the median (interquartile range, IQR). Logarithmic transformations were performed for FENO values and expressed as lnFENO. Correlation was examined using the Pearson and Spearman correlation analysis, and linear regression analysis was used to derive the prediction rules for NNO and FENO values. A P < 0.05 was considered statistically significant. All statistical procedures were performed using SPSS software, version 13.0.
Results
In total, 436 Chinese young people (aged 8e22 years) were willing to participate in this study, including 200 males (45.9%) and 236 females (54.1%). Of these volunteers, 279 were excluded due to nasal or lower respiratory symptoms. An additional 37 people were excluded after the second, more detailed, questionnaire. In total, 120 (27.5%) subjects (aged 9e22, average age 15.1 years) satisfied our requirements, and were selected to undergo NNO and the FENO measurement (Fig. 1) . Of these subjects, 49 were male (40.8%) and 71 were female (59.2%). The general characteristics of the participants and their NNO and FENO results are displayed in Table 1 .
NNO values
NNO values were normally distributed [(273.50 AE 112.28) ppb, 95% CI, 253.20e293.80 ppb] with a 95% reference value range (prediction interval) of 53.43e493.57 ppb, and an absolute range from 16 to 582 ppb. Correlation analysis revealed that the NNO values were independent of age, sex, height, weight, BMI and BSA, but correlated positively with lnFENO (r Z 0.283, P Z 0.002), Table 2 .
FENO values
The FENO values were not normally distributed. The median FENO value was 14.00 ppb (IQR, 7.00 ppb). The maximum was 73 ppb and the minimum 5 ppb with a 95% reference value range of 5.93e35.87 ppb. After logarithmic base e transformations of the FENO values, the resulting lnFENO values were normally distributed. Correlation analyses revealed that lnFENO values were independent of age, height, weight, BMI, and BSA. However lnFENO values were correlated positively with NNO and sex (male Z 2, female Z 1, r Z 0.248, P Z 0.006). A prediction rule for lnFENO and FENO values in healthy patients can be derived from NNO measurements:
For example, if a girl's NNO is 300 ppb, then the predicted FENO concentration would be 13 
Discussion
The official ATS (American Thoracic Society) clinical practice guidelines for the interpretation of FENO levels for clinical applications was issued in 2012. 6 However, standardization of measurements, the establishment of reference values, and reference equations for NNO have not yet been developed. The measurement of NNO as a noninvasive method will be of great value in the field of rhinology. Since its first description in 1993, more studies have focused on FENO rather than NNO. The few studies reporting NNO values were variable and do not agree with one another (Table 3) . In China specifically, only two Succeffully measured 120
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Enrolld 120 Fig. 1 Flow chart of the study. reports have measured NNO levels, and their results were not in agreement. 7, 8 NNO levels are more susceptible than FENO to factors such as season, 9 time of day, 10 and the analyzer used, 1 and NNO has a high degree of interindividual variability among healthy people. For these reasons, NNO seems to be used less frequently than FENO in clinical settings. However, most researchers agree that extremely low levels of NNO can predict PCD or cystic fibrosis. 2,5,11e13 In addition, NNO varies between individuals over time, meaning that 20%e25% of the normal variation seen is not reflective of changes in disease status or response to medication. Therefore, in the same patient, NNO values can change more than 25% without the influence of medications or disease status. 14 The healthy subjects measured in our study were strictly selected based on ATS/ERS (European Respiratory Society) recommendations. A strict screening of all 436 subjects through questionnaire survey identified those with potentially confounding factors including food, drink, medication, smoking, sports, respiratory diseases, and surgery. In addition, subjects with nasal or respiratory symptoms including itching, rhinorrhea, sneezing, obstruction, cough, wheezing, and asthma were also excluded. Finally, 120 healthy young students that satisfied all requirements were enrolled and successfully completed NNO and FENO measurement. Standard operating procedures (SOP) for NIOX MINO were used to measure NNO and FENO levels in order to guarantee that our results were objective and reliable.
General subject characteristics including age, sex, height, weight, BMI, and BSA may affect NNO and FENO levels (Tables 3 and 4) . We found that NNO values were independent of age, sex, height, weight, BMI, and BSA, but correlated positively with lnFENO. The correlation between NNO and lnFENO (FENO) means that one value may be calculated from the other, which has not been previously reported, and may be helpful in the diagnosis and treatment of respiratory system diseases. Williamson PA et al 15 found that NNO and FENO were correlated in healthy volunteers (r Z 0.44, P Z 0.004), which is consistent with the results of our study. Multiple linear regressions of the whole cohort demonstrated that after diagnosis, age, sex, and inhaled corticosteroids were taken into account, NNO was significantly associated with FENO (P Z 0.02). Zhang L et al 7 found that NNO values were associated with age and gender, but not height or BMI. Leng G et al 8 came to a similar conclusion as that of the present study, namely that NNO levels in healthy people were independent of age, sex, height, weight, and BMI. However, Struben VM et al 16 found that NNO concentrations were not associated with sex, passive smoking, or BMI, but that in children aged <12 yrs, NNO correlated positively with age. Piacentini GL et al 17 reported that age and NNO concentration were significantly related in pre-school children and that children older than 6 years had levels of NNO that were about 100 ppb higher than those of children aged 3 or under. This can be explained by the accelerated pneumatization of developing paranasal sinuses that occurs during childhood. Similarly to other studies, 18 we also found significantly higher FENO levels in males compared to females. The relationship between FENO and gender may be due to geometrical factors such as the total airway mucosal surface area and the airway caliber, both of which can affect FENO output. Interestingly, in our study, FENO did not correlate with the age, which is not consistent with the majority of previous studies (Table 4) . Age has been found to be a strong factor that effects FENO concentration in children younger than 12 yrs. These inconsistent results may be explained by the fact that the majority of subjects were aged >12 yrs in this study, and that only 9.16% of subjects were aged <12 yrs. Struben VM et al 16 found that FENO correlated positively with age in children aged <12 yrs, but not in children aged >12 yrs, and that ambient NO was the only significant modifier in older children. The different outcomes of the various studies may be due to the following four possible explanations. First, individual differences depend on the sinus development, and sinus pneumatization is differs between all individuals. Second, some experts have found that the NNO levels of healthy subjects were lower in the morning than in the afternoon. 9, 10 Third, different equipment and different sampling flow rates may yield different results. Marthin JK et al 11 found that using different instruments lead to different results. Measurements acquired at a sampling rate of 5 ml/s were superior to those acquired at 2 ml/s using the same instrument. Last, ambient NO levels may influence NNO levels. Although our instrument is unaffected by ambient NO, the instruments used in other studies may have been affected by it. High concentrations of ambient NO may reduce the gradient for NO diffusion from the nasal epithelium to the nasal cavity. Struben VM et al 16 found that the level of ambient NO (5e182 ppb) heavily influenced the measured levels of NNO in their study.
In conclusion, NNO values were independent of age, sex, height, weight, BMI, and BSA, but correlated positively with lnFENO. FENO values were also independent of age, height, weight, BMI and BSA. However, lnFENO values were correlated positively with NNO and sex. Although the relationship between NNO and lnFENO should be studied further, we hope that the results of this study may be helpful in the future clinical application of NNO. 
